A cytological examination of the uterine cervix must be performed to detect any cervical neoplastic diseases. The collection of detailed clinical information on endometriosis and the medical history concerning colorectal surgery is also important.
the uterine cervix by sharp dissection of the conjunctive tissue using scissors under traction of the vesicouterine peritoneum (►Fig. 1).
Processing of the Parametrial Tissues
To confirm the uterine artery, cut the connective tissue around the uterine cervix with upward traction of the uterus and lateral traction of the peritoneum using forceps for safe preparation (►Fig. 2). Although the original Aldridge's procedure involves clamping the parametrial tissue directly beneath the internal cervical os, the Noda's method involves placing parametrial clamps at the intermediate position between the internal and external cervical os. Furthermore, it is easy to Abdominal Total Hysterectomy Watanabe S23
This document was downloaded for personal use only. Unauthorized distribution is strictly prohibited.
perform the intrafascial approach, including the longitudinal muscle layer of the uterine cervix when the parametrial tissue is appropriately clamped (►Fig. 3). However, the position of parametrial clamping should be shifted to the upper position when firm adhesion around the uterine cervix is observed.
Intrafascial Approach
Cut the bilateral parametrial tissues with scissors including a part of the longitudinal muscle layer of the uterine cervix. (►Fig. 4) and suture-ligated with delayed absorbable material (►Fig. 5). Ligation should be made just under the forceps, toward not the Douglas's pouch but the uterine cervix. After processing the bilateral parametrial tissues (►Fig. 6), confirm that the urinary bladder has been exfoliated below the ligation position of the parametrial tissue. Connect the bilateral cutting tips of the cervical longitudinal muscle layer using a cold or electronic scalpel under sufficient traction of the uterus (►Fig. 7). Then gradually elevate the uterus by cutting the longitudinal muscle layer, notably elevating it when cutting the uterosacral ligament (►Fig. 8). The vaginal canal will spontaneously open when the intrafascial approach is properly performed (►Fig. 9).
Closure of the Vaginal Cuff and Abdomen
It is important to confirm that no uterine cervix remains and hold the vaginal canal, including the vaginal mucous membrane, using long forceps (►Fig. 10). After sterilization and confirmation of bleeding at the vaginal stump, close the vaginal cuff by ligation with sutures and delayed absorbable material (►Fig. 11). Place antiadhesive material on both the visceral and parietal cut ends of the peritoneum and close the abdomen.
Tips and Warnings
Important points for successful performance of the intrafascial approach include imaging as not "cut down" the uterine cervix but "pull out" the uterine cervix under enough traction of the uterus. The uterus should be clearly elevated when cutting the proper longitudinal muscle layer of the uterine cervix. Because the vaginal canal will open spontaneously with the proper performance of the intrafascial approach, do not cut into the vaginal canal forcibly. Abdominal Total Hysterectomy Watanabe S25
